
cotton is scarcely soiled or stained, and the wound
healed by first intention. If the carbolic and bi¬
chloride solutions are excepted the remaining method
is the same I used as a military surgeon during the
latter two-thirds of the war and ever since. I dressed
all my wounds, surgical and others, with dry lint re¬
moved as infrequently as possible, and with infinite
advantage over the cold water dressing then in vogue
and all greasy and unctuous applications frequently
renewed. Now I know that I was using a perfect
aseptic screen, for scientists and investigators use
the cotton plug to secure the contents of their flasks
and tubes from the access of atmospheric germs. It
prevents absolutely the access of germs to the asep¬
tic preparations in the flasks and tubes, and it will
and does keep them off the surface of wounds. It
is plain that every time an aseptic dressing is unnec¬

essarily removed from an aseptic wound, it is a use¬
less exposure to the danger of septic infection and
an unnecessary disturbance of nature's reparative
work.

One thing more I deem of the utmost importance
in the aseptic precautions necessary in surgical and
obstetrical practice, is to limit the number of persons
present to those positively necessary to render assist¬
ance. No surgeon has a right to subject any person
to operation in the presence of persons who may have
come from questionable sanitary surroundings to the
operating room, unless in cases of accident or emer¬

gency when the surroundings are not within his con¬
trol. As an argumentum ad hominem I put it inter¬
rogatively, has any surgeon a right to wear for merely
ornamental purposes profuse locks of comely hair, or
an immense shaggy, pendant beard? A man may,
of course, carry this sort of precaution to whimsical
and foolish extremes, but scarcely, if he is a man of
sound scientific culture and natural good sense.

I am not willing to close this paper without dis¬
tinctly reaffirming my dissent from the opinion of
those who hold'that we may safely irrigate large ab¬
sorbing surfaces with bichloride solutions of the
strength of  to 2,000, or % of a grain to the ounce.
It is, in my opinion, speaking as an experienced toxi-
cologist, extremely hazardous to attempt to render
the utero-vaginal tract after delivery aseptic by the
use of so formidable a solution. I have known
deaths after such washings-out with ominous symp¬
toms; deaths which I firmly believe to have been
caused by those washings-out; and further, I believe
there were no valid indications demanding or justify¬
ing resort to those washings-out. Relying upon per¬
sonal experience I believe that such proceedings are
neither necessary nor useful if the lying-in has been
conducted in the light of modern science. I have
practiced medicine 27 years, and during a large part
of that time have been extensively engaged in ob¬
stetric practice. I have never washed out, and in¬
tend never to wash out the vagina of a recently
delivered woman except with warm water for the re¬
moval of the débris of an embryotomy. I have never
left a woman from my first case to my last, inclusive,
until every particle of soiled clothing was removed
from the bed and person, the external genitals thor¬
oughly cleansed and a clean napkin properly applied,

and in the fact that I have never yet seen a case of
septicaemia in my own practice I realize the justifi¬
cation of my practice.

The best Listerian lecture I ever heard was deliv¬
ered by the late Professor Charles D. Meigs in 1859,
when I was a student at the Jefferson Medical Col¬
lege. It was on the conduct of a labor. Prelimi¬
nary to the lecture the janitor brought in a conspic¬
uous array of soap, water, and clean towels. Then
followed the Professor, and he was received, as he
always was, with hearty applause. First bowing
right and left in acknowledgment he pulled off his
coat, removed his cuffs, rolled his shirt sleeves up
and, soaping his hands and arms above the elbows,
washed them, and then rinsed them in clean water,
and finally dried them carefully and, taking a bottle
of cologne, applied some of it freely to his hands.
Then turning to the class he said slowly :

" In the
conduct of every labor the first essential thing de¬
manded alike by safety and decency is to wash your
hands. Wash your hands first ! Wash them clean !
Wash them always ; don't forget it. How are you
to tell; how am I to know that my servant who
handles my reins hasn't got the gonorrhoea?" Many
regarded all that as excessive mannerism and affec¬
tation. It was the very best kind of teaching. I have
known and heard very many public teachers, some

good, some bad, some indifferent, some very few
great ones ; the greatest of all was Professor Meigs.
That typical hand washing has been throughout my
professional life a guiding star.

SOME OF THE CAUSES OF NON-SUPPURATIVE
DISEASES OF THE MIDDLE EAR, AND

SOME OF THE BEST METHODS OF
REMOVING THEM.

Read before the Chicago Medical Society, August, i88y.
BY GEO. W. WEBSTER, M.D.,

OF CHICAGO.

That the nose, throat and ears are closely related
anatomically, physiologically and pathologically is a
fact that needs no demonstration at my hands. But,
that most of the non-suppurative inflammations of
the middle ear originate in the diseases of the nasal
and post-nasal region is as trite a fact, but not as

generally recognized by most practitioners. And
even many aurists have yet to learn that the way to
most successfully treat many of these non-suppura¬
tive diseases of the middle ear and the resulting loss
of hearing, is by a thorough, skilful treatment of the
diseases of the nose and throat. I know of few other
conditions, in this line of practice, in which the re¬

sults of surgical interference and treatment are more

apparent and gratifying to both physician and patient,
notwithstanding the fact that a well-known author, in
a recent work on diseases of the ear, says that the
time spent in making a rhinoscopic examination is
time lost.

If an excuse for this paper be needed, it is found
in the fact, as I have just stated, that all authors do
not agree with me in the above statements, and also
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that their truth, together with the utility of proper
treatment such as I shall attempt to point out, is not
always recognized, and, especially in our public in¬
stitutions, does not receive the attention merited by
the importance of the subject. If I am right in my
statements, it behooves usto recognize all the causes,
direct or indirect, exciting or predisposing, that we

may be able to treat them intelligently and in ac¬
cordance with the modern ideas of pathology, and
also to remove those causes capable of removal.

Some of the principal recognized causes of non¬

suppurative disease of the middle ear are about as
follows : Hypertrophies, of whatever nature, includ¬
ing hypertrophies of the turbinated bodies, pharyn-
geal tonsil, faucial tonsils, hypertrophie rhinitis, ade¬
noid vegetations of the vault of the pharynx, exostoses
and deviated and deflected septum, polypi, fibroid
growths or any condition of the nose or throat that
prevents free nasal respiration ; also measles, diph¬
theria, typhoid fever, scarlet fever, indigestion, preg¬
nancy, improper clothing, wet feet, bad hygienic
surroundings; in short, any or all conditions which
tend to induce and maintain congestion and inflam¬
mation of mucous membranes.

The first principle in treatment should be to lessen
the congestion and inflammation, and where they
have terminated in hypertrophies, remove them.
The consideration of all these causes and conditions,
and the treatment of each, would be material suffi¬
cient for many papers, and I will therefore confine
my remarks to some of the first mentioned causes,
viz. : those which interfere with free nasal respiration,
beginning with hypertrophy of the turbinated bodies.

In this condition we may have either a hypertrophy
of the anterior end, the middle, the posterior end, or
a general thickening of the entire turbinated body,
and oftentimes a thickened, hypertrophied condition
of the mucous and submucous tissues lining the en¬
tire post-nasal space. In diagnosticating these con¬
ditions it is, of course, essential that we have a good
light, a large head mirror or reflector, tongue depres¬
sor, small throat mirrors, nasal speculum, a fair
knowledge of the normal appearance of the parts to
be examined, the requisite skill and patience to make
the examination, and a reasonably tolerant patient.

For a tongue depressor I much prefer the modified
"Tuerck" instrument, as it has a metal core for
strength, is covered with hard rubber and does not
corrode, is easily cleansed, and the short handle al¬
lows the little finger to rest in the hook at the end.
giving a firm hold and a better control· of the pa¬
tient's head. I much prefer a small rhinoscopic mir¬
ror except in very tolerant patients with very roomy
throats. In a small percentage of cases a palate
hook will be of service, and is best tolerated if it be
flat and wide. I notice, however, that the more skill
I acquire in making examinations the less frequently
I make use of the palate hook.

Hypertrophie rhinitis causes deafness by the hyper¬
trophy extending to the mouths of the Eustachian
tubes, causing a thickening of the lining of the same
either at the orifice or entire length of the tube; this
tending to prevent entrance of air to the middle ear,
and the air becoming absorbed, we have then the at-

mospheric pressure on the external surface of the
drum head, tinnitus aurium, vertigo, sometimes ad¬
hesive inflammation, anchylosis of the ossicles, and
variable degrees of deafness. Then again, hyper¬
trophy may, and often does, interfere with nasal res¬

piration, and cause deafness, as follows :
With every inspiration and act of swallowing we

have, as Lucae has shown, a tendency to create a
vacuum in the post-nasal space, with a consequent
congestion which must sooner or later result in thick¬
ening and hypertrophy of the mouths of the tubes,
and then all the other phenomena just pointed out,
with, in many cases, a total loss of the hearing power.

Again we have, as has been shown by Weber Leil,
of Berlin, a paralysis or partial paralysis of the palato
tubai muscles, and this also tends to prevent the en
trance of air to the middle ear in the normal manner.

Just how this paralysis is caused is not quite clear to
my mind. This condition can be easily diagnosti¬cated as follows : Adjust the catheter and attempt
to inflate in the usual manner, and air fails to enter
the middle ear. Then direct the patient to phonate
or swallow. At certain movements of the palato
tubai muscles the air enters suddenly, and again we
fail completely, although we know "the catheter is
in the proper position in the mouth of the tube. "

This Weber Leil explains by saying that the muscles
have suddenly dragged open the mouth of the tube,
and then as suddenly allowed it to close again. I
find that in these and many other cases I can inflate
easily by pouring 2 or 3 drops of chloroform in the
bulb of the ordinary Politzer apparatus. This bulb
I have had made of metal, as the rubber is soon de¬
stroyed by the chloroform.

Again, I believe that the sympathetic system plays
an important part in all these cases of catarrhal in¬
flammation by its action on the blood-vessels; but
just what or how I do not know.

Having examined our patient and finding him
deaf, and then finding hypertrophy of the turbinated
bodies and nasal stenosis, it is of paramount impor¬
tance that we first restore free nasal respiration. And
how can this be best and most easily accomplished?
Some authors use either chromic acid, nitric acid or
acetic acid; others use tents, dilators, etc.; others
the cold snare of Jarvis, and others again give prefer¬
ence to the galvano cautery in some of its various
forms, and this is my preference for all cases of hy¬
pertrophy of the turbinated bodies, as I believe it
possesses advantages over any and all other methods
at our command.

The acids cannot be as well limited in action or
confined to the exact points requiring their action,
and cannot be made, in many cases, to burn deeply
enough without burning laterally as well, and thus
destroying too much of the Schneiderian membrane;
and we cannot judge of the depth of the burn nor

stop it when it goes deep enough; although I do not
deny that good results have been obtained in some
cases by the use of acids.

Tents and dilators are little used now, and deserv¬
edly so, as they are, when used alone, of little ser¬
vice. The Jarvis snare is as difficult to apply as the
hot snare, is as painful, and requires sometimes sev-
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eral hours for the removal of a growth after it has
been firmly grasped by the loop ; and there is, even

then, much liability to haemorrhage.The galvano-cautery is easily managed, is conven¬

ient, its action can be limited, the degree, depth and
width of the burn controlled, it is no more painful
than the cold snare, and does, in a few seconds, the
work that takes an hour or two with the cold snare,
and does not give the same liability to haemorrhage.

The first point which I wish to emphasize is that if
the growth is large enough to require removal, it can

usually be removed with comparative ease with the
galvano cautery loop, and if it cannot be grasped by
the loop without the aid of pins, etc., it is not large
enough to require entire removal and can then be cau¬

terized, preferably with some form of "moxa" elec¬
trode. In those large growths having a peculiar cau¬
liflower appearance, anything less than complete
removal is of very little value. If, then, we find that
we have a growth large enough to require removal,
we apply a io per cent, solution of cocaine to the
growth. For this purpose I employ a syringe with a

long fistula tip, and then a bit of cotton wound on
the tip. Then with the aid of the milled nut we can

eject a drop at a time, and this can be readily and
conveniently applied only where desired.

Having the loop ready, it is passed carefully back
and over the growth, when, if careful measurements
have been made, the growth can be easily engaged
in the loop. However, if we fail, we can sometimes
adjust it by the aid of the rhinoscopic mirror. By
directing the patient to depress the tongue with the
depressor we can hold the mirror with the left while
we adjust the loop with the right hand. This pro¬
cedure is not always necessary, as I have frequently
removed these growths without ever having seen
them until after their removal, and having judged of
their presence by the symptoms. In these cases do
not tie the palate forward, as it is very unpleasant
and quite painful to the patient, is of little or no ad¬
vantage to the operator except in rare cases, and is a
barbarous procedure.

Having adjusted the loop, it can be rolled in on
the windlass with the thumb while we close the cir¬
cuit with the index finger, and in a few seconds the
growth is removed, as it usually adheres to the loop
as it is withdrawn from the nose. Very little haem¬
orrhage is likely to follow.

If the growth be too small to require entire re¬

moval, and is smooth in appearance, I use either the
"moxa" or the pointed electrode. This is thrust into
or through the growth and then the current made,
and we thus destroy the submucous and vascular
tissue with as little loss of the membrane as possible.

In a third class of cases there is symmetrical hyper¬
trophy of the entire turbinated body. In these cases
I have obtained the best results by a narrow deep
burn extending the entire length of the turbinated
body, and almost or quite to the bone. Sometimes
more than one line of cautery is necessary. By this
method the cicatrix resulting anchors the membrane
firmly to the bone and prevents its puffing up, and at
the same time cuts or burns through the enlarged
blood-vessels and thus destroys them.

Any of these operations, and especially the last, is
followed by considerable reaction and inflammation
for about 4 or 5 days.

In some cases the anterior ends of the turbinated
bodies are enlarged to such an extent as to require
removal. It can best be done with the galvano-
cautery loop. I always use the platinum wire for
my loops.

Perhaps a word about the after-treatment of these
cases may not be out of place. Twice each day the
parts are thoroughly cleansed by the patient, using
for this a hand atomizer with a modified Dobell spray,
always warmed to about the temperature of the body
or warmer. Every second day I see the patient and
cleanse thoroughly with the spray and post-nasal
syringe, and then apply soothing applications of
vaseline or some vapor with the inhaler. When the
more acute symptoms have disappeared I apply co¬
caine to one side, and then apply a mixture of equal
parts of tr. iodine comp. and eucalyptol, or solution
of nitrate of silver, to the entire post-nasal space.
I also apply the iodine and eucalyptol to the turbin¬
ated bodies in the same way, as well as to the mouths
of the tubes when they are thickened. Then the
ears are thoroughly inflated, and if the mouths of the
tubes are much thickened, I have derived some ben¬
efit from the alterative action of the negative pole
with the galvanic current, the electrode being placed
in the mouth of the tube, and always using a milli-
ampère-meter to exactly measure the strength of the
current.

If there be paralysis of the palate tubai muscles,
the Faradic current applied in the same manner is of
advantage.

1922 Indiana Ave.

MEDICAL PROGRESS.

The Action of Certain Drugs on the Circu-
lation and Secretion of the Kidney.\p=m-\Inthe
Section on Therapeutics of the IXth International
Medical Congress, Dr. Charles D. F. Philips, of
London, read a paper on this subject. It contained
a number of very interesting experiments, made with
Roy'sonkometer, with caffein, spartein, strophanthin,
digitalin and ulexin.1 He concluded that the flow
of urine is not so much dependent on the blood\x=req-\
pressure as on the rate of flow of the blood in the
renal vessels. With regard to this point, it is neces-

sary to remember that, although such drugs as

strophanthin produce a great increase in the force of
the cardiac beats, yet these are very much slowed,
so that it is quite possible that although the heart's
action is stronger, yet the total amount of blood
sent through any given organ, such as the kidney, in
a given time, may remain the same. Whereas such
a drug as digitalis, producing as it does a rise of
blood-pressure and a contraction of the kidney-
vessels, may cause an increased quantity of blood to
pass through the renal vessels. On this view one

1 Ulexin is an alkaloid from the gorse, Ulex europ\l=oe\us.
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